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http://intl.elsevierhealth.com/journals/ijidA case of intracranial abscess due to Brucella
melitensisAlthough in developed countries the incidence of
brucellosis has declined dramatically in recent
years,1 it still remains endemic in Mediterranean
and Middle Eastern countries such as Turkey.2
Brucella infection is often not recognized due to
its multisystem manifestations and the clinical
picture varies from that of an acute febrile illness
with non-specific symptoms to one with localized
suppurative complications.3 Neurobrucellosis is a
rare complication. The most common clinical forms
of neurobrucellosis involving the central nervous
system are meningitis and myelitis.4 Brain abscess
due to neurobrucellosis is exceedingly rare.5
In this report, a case with localized suppurative
complications caused by Brucella melitensis is pre-
sented, demonstrating unusual involvement of the
brain.
A 70-year-old man presented with headache,
nausea, vomiting and loss of vision. After a cranial
magnetic resonance (MR) scan he was admitted
after being diagnosed with a mass lesion in the right
occipital lobe. His history revealed frequent inges-
tion of unpasteurized milk and cheese. On admission
he was conscious but disorientated. The only patho-
logical sign was a deficiency in the temporal vision
of the left eye. Complete blood count and blood
chemistry were within normal limits, except for
mild leukopenia (leukocyte count: 4.2  109/L)
and slightly high erythrocyte sedimentation rate
(45 mm/hour).
Preoperative MR imaging revealed an arachnoid
cyst on the left side and amultiloculatedmass lesion
in the right occipital lobe, with edema (Figure 1). A
right occipital (supratentorial) craniotomy was per-
formed and the intracranial abscess was evacuated.
Surgery of the complicated arachnoid cyst was
not performed. A small, non-motile, Gram-negative
coccobacillus was isolated from the abscess
culture (BACTEC, Becton Dickinson, USA). Rods were
poorly stained by conventional Gram stain. The
organism was aerobic, and catalase and urease
positive. The ability to produce H2S; a requirement1201-9712/$30.00 # 2004 Published by Elsevier Ltd on behalf of Int
doi:10.1016/j.ijid.2004.05.003for supplementary carbon dioxide for growth; sus-
ceptibility to the aniline dyes basic fuchsin, thionine
and safranin; growth on agar plate with streptomy-
cin and lysis with tibilisi phage were all negative.
Particle agglutination tests with anti-smooth A and
M monospecific Brucella sera (Difco Laboratories,
Detroit, Michigan, USA) were positive. The strain
was identified as Brucella melitensis biotype 3.
Cerebrospinal and blood cultures were negative.
The patient was treated with doxycyline (100 mg
twice daily) and rifampicin (300 mg twice daily) for
24 weeks. A contrast-enhanced MR scan 20 days
after surgical evacuation showed complete resolu-
tion of the abscess with minimal residue (Figure 2).
At follow-up review, the patient’s vision had
improved and the patient remained asymptomatic
during a seven-month follow-up period.
Brucellosis may result in suppurative complica-
tions which most frequently involve the bones and
joints, but rarely the brain.6,7 Although depression
and mental inattention are common complaints,
direct invasion of the central nervous system occurs
in less than 5% of cases.4,8 Meningitis is the most
frequently occurring complication in the central
nervous system; reports of Brucella brain abscess
are extremely rare.4,8,9
In the English literature, including this report,
there have been eight patients to date for whom
intracranial abscesses have developed as a compli-
cation of brucellosis.10—16 Four of the eight cases
were children.10,13,15,16 The male:female patient
ratio in the adult group was 2:2. The ages of these
patients were 19, 41, 60 and 70 years and all had a
history of consuming unpasteurized dairy products.
All the adult patients, except this case, had a history
of systemic brucellosis with a duration of two weeks
to two months. Visual loss has been reported by
others.14 Physical examination revealed mild sple-
nomegaly in just one case and only one patient
progressed to coma. Blood and CSF fluid cultures
were negative in three of four patients. Cultures of
CSF yielded B. melitensis in one case.14 Imaging
studies revealed the location of abscesses were
temporal/parietal, temporo-occipital, and fron-
tal/chiasmatic; the location was not reported inernational Society for Infectious Diseases.
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Figure 1 Preoperative, contrast-enhanced CT scan of
70-year-old man with a space-occupying lesion in poster-
ior fossa, vermis, and left cerebellar hemisphere. The
highest part herniates through tentorial notch and is
multiloculated. There is moderate hydrocephalus.
Figure 2 CT scan 10 day after operation shows nearly
complete disappearance of the lesion, with minimal resi-
due.one case. The antibiotic regimens were doxycycline
plus rifampicin in three cases, tetracycline plus
streptomycin in one case and the duration of ther-
apy varied between six to 24 weeks. There were no
deaths or major neurological sequelae. The specific
treatment for brucellosis is doxycycline and rifam-
picin, both of which cross the blood-brain barrier
and have synergistic effects.10 Although a fatal
prognosis and neurological sequelae are possible,
aggressive treatment with evacuation of abscesses
does show a good prognosis, as in this case.
In conclusion, brucellosis must be considered
when diagnosing patients with suspected space-
occupying lesions and concomitant fever, especially
in endemic areas.
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